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 This was the 2nd revisit for the hospice Federal 

recertification and State re-licensure survey 

conducted on 2-23-16, 2-24-16, 2-25-16, 2-29-16, 

and 3-1-16.

Survey Date:  7-8-16

Facility #:  009765

Medicare Provider # 15-1558

Medicaid Vendor #:  200141350A

Seven (7) standards and 1 condition were found 

to be corrected as a result of this survey. 

Gentiva Hospice was found to be in compliance 

with the Conditions of Participation for hospices 

found at 42 CFR Part 418.
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